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Doctor, coroner, etc. must use only standord nemenclature in item 18. No symptoms will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseoses in Port | must be causally related.

P.C.GQuistgard

THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

fED DEC 5- 1957

OLTITE HER | ABELE Co.

Grand Rapids, Mich.

Registration District Ne. './Vf‘ Primeary Registration Di:tri;i Nﬂ-.[uéLQ.-z_.....
1. PLACE OF DEATH 2. USUAL RESIDERCE (Whare deceased livad. If institution: Residence before
o COWNTY  Jgekson = STATE M3 sgourib ©ONTY | Jack&BH
b. chY (H outside corparate limits, give TOWNSHIP anly) Inside Limits CITY Inside Limits
toow Kansas Clty Yes ] No [] QOEh Kansas City Yelll No [
<. FULL NAME OF (If NOT in hespital, give location) | Length of stay in 1b d. STREET If mnslda, ive |°:unon) Reside on Farm
HOSPIALORS L, Joseph Hosp. yrs sobRess 552), Brook ves (] Mo
3. HTAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) QF
FRANKLIN L. PETERS DEATH 11 16 S7
5. SEX 6. COLOR OR RACE| 7. - 8. DATE OF BIRTH 9. AGE (in years JFUNDER i YEAR| {F UNDER 24 HRS.
] MaRRIED[R NEVER MARRIED[ ] {in ¥ .
1 irthd Month [»] Howr, Min.
Ma ; wipowep[ ] pivorceo[ ]| T - 11_].—1889 68 rihdar) | Hanthe | o e ] "
100, USUAL OCCUPATION {Giva kind of work dens | 10b, KIND OF BUSINESS OR 11. BIRTHPLACE {City and stats or country) 12. CITIZEN OF WHAT COUNTRY?

USA |

13a. FATHER'S NAME
August G. Peters

13b. MCTHER®S MAIDEN NAME
Rose Bescher

Marthsa

14. NAME OF H.USBAND_ OR WIFE

H. Peters

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Y-:Nb or unkngwn)] (1§ y-ﬂ- war or dotes of service)

16. SOCIAL SECURIT

0,86-05-7331

17. INFORMANT
Mrs.Martha H. Peters,

¥ NO.

Address

5525 Brooklyn

18. CAUSE OF DEATH (Enter only one couse per lige for (o), (b}, an

PART I. DEATH WAS CAUSED BY:
VIRUS

IMMEDIATE CAUSE (a)

<)

L‘qéUm.oéeaq,

)

INTERVAL BETWEEN

(3S?&N%%EATH

Conditians, if any, DUE To (b)
which gave rise to }
above cause (o),
tating th der-
g ry?n.gnicou.sow;e:!. DUE TO (c) 4? 2"7\
E PART I}, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH but not reloted 1o the tarminal disedss candltion glven in PART | {a} 19. \;EEFAOU;SEPSX’
Loy ~T
(| DOECDEScAC S EUPE M ECLoRBECHSE| Vil
2| 200. ACCIDENT  SUICIDE  HOMLICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.) N
w .
8 o o -0
§ 20c. TIME OF .Hour Manth, Day, Year
S INJURY Q.m.
x B.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abaut home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., erc.)
WORK AT WORK -
21. | ottended the deceased , to f{—- Cdt"'lg_? and last saw h.‘:ﬂ alive on /{_ (G ".S—?

om, &~ q; 57¢C

Death occurrad at

m on the date stuted obove;

ond to the best of my knowledge, from the causes stated.

—~ (chree-cr ﬁtlel

]
O,

zb ADDRESS ?MJ—'& C’ |

22e. ATE SIGNED

3h. DATE HAME OF CEMETE

1-18-

23c.

23a. BURIAL, CREMATION,

=100 v A

Mt. Moriah-Cemetery:

RY OR CREMATORY

23d; LOCATION {City, town, or county}

Kansas City

- {State}

Mo.

ADDRESS

24. FUNERAL DIRECTOR

7%iqoma; Lecint HNorre T 6%

25. DATE RECD, 8Y LOCAL REG.

M-t -$"7 A

26. REGISTRAR'S SIGNATURE

ol rar PrcnglOf

od Embal

s Srat on Reverse SI;-)

{Li




7

SZes —¢

STATEMENT BY LICENSED EMBALMER

'

I. hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

-

BY M€, OT BY wovrreeeeeeeees o oo RATR AU I '..Z..' .......... ;..., Studdt Embalmes Nb ...................

working under my personal supervision. i

Student ..... et st urarie bbb sbn e et s ven
Signature of Student Embalmer

Vo _-Licensed Embalmer No. & 5557
) .P O. Address.. 7{/@ Wl—.d.

Note The above MUST.BE SIGNED BY THE LICENSED EMBALMER m his OWN HANDWR[T[NG (Fallure
to comply with the above constitutes grounds for revocation of license). . :

If embalméd by a STUDENT, he also shall sign in his OWN handwriting. -~

If this body is not embalmed, fact should be so stated above,




